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background: Acute coronary syndrome-mimicking conditions, such as myopericarditis, constitute a challenging diagnostic dilemma. This is 
especially relevant upon initial presentation to the emergency room, and subsequently affecting the management approach and plan. case:  A 
47-year-old Caucasian male, recently diagnosed with chlamydial prostatitis, presented with severe typical retrosternal dull chest pain radiating to 
the jaws. His pain started at rest and there were no aggravating or alleviating factors. He denied any shortness of breath, presyncope or syncope. 
His history was significant of asymmetric polyarthralgia, loss of appetite, and fatigue for the past week. Physical examination showed bilateral 
conjunctivitis. Otherwise, it was unrevealing, with cardiac exam notable for normal S1 and S2, no murmurs, or rubs. He did not have any chest 
tenderness, rash, or lower extremity edema. 
Decision-making:  Echocardiography showed normal left ventricular size and function, with no wall motion abnormalities, valvular disease or 
pericardial effusion. Electrocardiography showed non-specific ST-T segment changes in the lateral leads. Cardiac troponin I level was 0.136 mg/
ml (normal < 0.012 mg/ml) and pro-brain natriuretic peptide level was 3779 pg/ml (normal < 300 pg/ml). In spite of its rarity, we had a high 
clinical suspicion for Reiter’s Syndrome. However, with the striking resemblance to acute coronary syndrome, coronary angiography was performed, 
which showed normal epicardial vessels. Computed tomographic scanning ruled out pulmonary embolism or aortic dissection. C-reactive protein 
and erythrocyte sedimentation rate were marginally elevated, while anti-nuclear antibodies, rheumatoid factor, and reactive protein reagent levels 
were all negative. After establishing the final diagnosis as Reiter’s syndrome, a short course of oral corticosteroids was initiated, with impressive 
improvement in symptoms. 
conclusion: This case demonstrates the importance of obtaining detailed history in the evaluation of chest pain. Other diagnostic entities need to 
be considered, even when the clinical picture seems typical for myocardial infarction. 
